Background and Purpose: This study was designed to assess the quality of life after an active poststroke period of rehabilitation and to investigate the possibility of a return to a working environment for those
control subjects were interviewed at home because the domestic setting was considered more productive than the outpatient surgery room.
Subjects and Methods
The study was conducted on 180 consecutive patients affected by stroke who were hospitalized for the first time and discharged at least 1 year before the study. The clinical diagnosis of stroke in the acute phase of the disease was always confirmed by neuroimaging examination (computed tomography and/or magnetic resonance imaging) that allowed us to distinguish between ischemic infarctions and hemorrhagic lesions. Transient ischemic attacks were not included in the research. The group consisted of 65% men and 35% women with a mean age of 65.29 years (SD, 11.22; age range, 35 to 93 years). The The lesion was located in the right hemisphere in 43.22% of the patients sampled and in the left in 50.96%. In 2.58% the location could not be determined precisely; 1.29% were brain-stem lesions. Finally, in 1.93% multi-infarct cerebral neuroimagings were found after the critical event. No scale was applied to assess hemispheric dominance. The question as to which hand was preferred for daily activities showed that five were ambidextrous, with no one claiming to be left-handed. Expressive aphasia was found in 16 .77% of patients, with 3.87% exhibiting global aphasia. Only 0.64% had fluent aphasia of the Wernicke type. Only one of the patients who had a right hemisphere lesion exhibited aphasia. The mean schooling was 8.62 years (SD, 4.59).
The investigation was performed at home after telephoning to obtain the consent of the participants in both the city and suburbs of Rome and in the Marche region.
The interviewers had been specifically trained. They were authorized to conduct the study when the agreement between their scores for a given patient reached 95%.
The questionnaire included the following: (1) information supplied by the hospital: personal details, age, address and telephone number, diagnosis, hemisphere involved, Rankin score on discharge, date of discharge; (2) individual and socioeconomic information: schooling, body lateralization (right-handed, left-handed, ambidextrous), past and present work and hobbies, cohabitants, type of housing (luxury, medium-high, lowmedium, low, rudimentary), ease of access to the meters), links with the locality, other hospitalization for the same or other causes, rehabilitation (in a statesubsidized outpatient department, private, hourly cost, or no assistance), number of rehabilitation sessions per week, means of support (disability pension, private pension, etc), return to previous job or possible new job; (3) Northwestern University Disability Scale (NUDS) for ADL; (4) Beck Depression Scale (not applied to aphasic patients); (5) Linn Social Dysfunction Rating Scale; and (6) Greene Scale of family stress.
One hundred sixty-seven age-matched control subjects (100 in the provinces and 67 in Rome) were studied in the same way, of course omitting the questions referring to the disease. They had no previous pathological history, no current treatments, and led an active life.
The data were analyzed statistically using rigorous methods (mean, standard deviation, standard error, minimum, maximum, distribution, skewness, kurtosis, integral of the distribution function), one-way analysis of variance (ANOVA) with the Kruskall-Wallis test, and the Mann-Whitney U test. A multiple correlation statistical analysis was also performed, considering the scores of the NUDS, Beck, Linn, and Greene scales as an expression of the "quality of life." Since no significant differences were found between the geographic areas for patients or control subjects, we proceeded to combine the data. The study was carried out on 180 patients and 167 control subjects.
Results

Activities of Daily Living
A clear difference existed between hemiplegics and control subjects in regard to daily life (P<.0001, Fig 1) . In control subjects the mean NUDS value was 48.850 (SD, 1.473) with a rather limited range (minimum, 45; maximum, 50). In patients the frequency distribution of the NUDS values was uniform, since almost all patients had a score above 30/50. A number of patients (30%) had autonomy scores above 40/50, ie, slight impairment in their ADL.
The mean NUDS score was 34.7 (SD, 9), with three subjects scoring the maximum of 50. The mean score found for the men (35.08; SD, 9.08) matched that of the women (33.90; SD, 10.71).
Depression
In control subjects the mean Beck value was 8.46 (SD, 4.9) (Fig 2A) 
Male-Female Differences
Our results showed that depression was greater in women than in men (P<.001), as was reduction in social activity (P<.001). There were no differences with regard to the stress caused to relatives. The sex-dependent Beck Scale scorings obtained from men, women, and control subjects are shown in Fig 2A through 2C .
Correlation Between Scales
The 
Working and Environmental Features
Almost all the patients were retired, since the stroke occurred after the age of 65. At the time of interview 17.41% of the total group had a disability pension with a supplement if the patient needed constant assistance in ADL. The percentage without a pension was 14.19%, either because these subjects still received a salary or because they had their own income (a minority of cases).
The homes of 15.48% had difficult access. Links with commercial centers and outpatient clinics appeared difficult in 13.54% of the cases studied. In particular, dividing the data by geographic area, the links in the metropolitan area of Rome were judged as more difficult than in the Marche (9.03% and 4.51%, respectively; total, 13.54%).
Return to Work
We found that 20.64% of patients returned to work, but not always to the same job, and often after readapting to new conditions. Calculating the percentages of the number of patients who returned to work, we found that 37.50% had a left hemisphere lesion with nonfluent aphasia; 15 
Criticisms of the Patients
The patients were often criticized by their cohabitants. The most common criticisms were apathy, irritability, and self-centeredness. Sexual function was found to be depressed in almost all cases. Only 2% showed increased sex drive, sometimes with sexual deviations.
Discussion
The aim of our research was to investigate the effects of the aftermath of a stroke on the patient and on the family. Although interviews by telephone appear valid, 6 we preferred a direct interview at home because an impersonal telephone call did not seem an appropriate means to ask questions on certain delicate subjects.
The problem of reintroducing the patient into society appears at the bottom of the scale of our understanding of strokes. Few controlled studies have been performed on this topic, despite the many studies on cerebral vasculopathies and even if stroke involves social and economic issues. In the area of Boston, for example, it has been calculated that the cost per patient exceeds $4 million, including the acute phase (23%), rehabilitation (52%), rehospitalization (13%), and various outpatient services (12%), but excluding medical fees and personal expenses. 7, 8 Despite the high cost of rehabilitation, it is clear that a great discrepancy exists between the interest dedicated to rehabilitative techniques (and technology) and the true purpose of neurorehabilitation, ie, the integration of the patient into his/her family, work, and social environment, as recommended by the World Health Organization.9 There is a great information gap on the final results of this costly chain of events and possible ways to reduce the physical and social hardships of stroke patients. Observations limited to the purely physical and motor aspects of patient rehabilitation have been criticized; the result seen by the therapist as satisfactory does not necessarily parallel the satisfaction of the stroke victims and their families.10 Prolonged physiotherapy may provide advantages for many patients. Yet, Wade et al"l maintain that the risk-benefit ratio is not clear. Moreover, the patient may become dependent on the therapist, thus perpetuating the mental concept of being "sick" and "different."
In general, our observations confirm that a high ADL score on hospital discharge indicates a favorable prognosis for the patient's return home and quality of life. 12 The most negatively affected activities on patient hospitalization are (in decreasing order) negotiating stairs, walking, clothing, and personal hygiene. The highest assessment indexes on hospital discharge were for sphincter control, feeding autonomy, and personal hygiene; the lowest score was for negotiating stairs.13 According to Thorngren et Drummond2 observes that almost all activities are practiced to a lesser degree after a stroke. According to the patients, the causes of this reduction are (in decreasing order of importance) difficulties in walking, manual dexterity, and concentrating, followed by language defects, sphincter control, inadequate transport, and finally medical problems and lack of physical assistance. These results confirm the importance of factors not linked to the disability itself, such as fear of being criticized, depression, loss of social role, and lack of self-confidence and knowledge about the facilities and equipment available.
With regard to the incidence of poststroke depression, the data seem to be inconsistent. House et a119 found (1) no difference between patients and control subjects matched for age and social class (incidence less than 2%), (2) no correlation between depression and probable cerebral localization of the lesion, and (3) no trend toward improvement in the course of 1 year. On the contrary, according to Sjogren16 depression affects 65% of patients, according to Robinson and Price20 45%, according to Feibel and Springer21 26%, and according to Santus et a122 33%. The latter also observed problems of social integration in 59.9% of their patients studied 1 year after hospital discharge. Egelko et a123 observed that poststroke depression does not show any improvement even in the first year after stroke, thus maintaining the need for finalized therapeutic intervention.
Our data show that, on average, the Beck scale values indicate moderate depression. However, 17.41% of patients had scores corresponding to serious depression; only 17.41% had a normal score. Thus, poststroke depression does exist and is an important factor in the rehabilitative process; social activities, depression, and family stress proved to be strongly related in our patients. It is likely that psychological support is useful to counter such depression, although this type of approach to poststroke patients was never found in our interviews.
The difference between the scarcity of antidepressive therapy prescribed and the elevated number of unquestionably depressed patients suggests that many cases of depression are not recognized by the family doctor. This is regrettable, since the results show a correlation between depression, ADL, and social activities.
Few reports in the literature deal with the sex lives of poststroke patients. Our The correlation between return to work and aphasia has not been studied to any great extent. Our data suggest that a lesion in the dominant (left) hemisphere does not necessarily rule out an eventual return to work, even if accompanied by nonfluent aphasia. The paramount discriminating factor is the ability to understand language. Whereas an expressive aphasic subject has been able to work in an environment that does not involve communication with the public, in no case have we seen a return to work when the subject was unable to understand language.
The return to work did not always mean immediate productive activity; sometimes we observed prejudice against the stroke victim even when his/her recovery was more than satisfactory. If the patient returns to work, job satisfaction may then be considered an indicator of the quality of life. For this reason occupational rehabilitation should be considered an important part of the overall rehabilitation therapy. Rehabilitative medicine in Anglo-Saxon countries has always tried to help the patient to return to work but with only limited success, except in selected cardiological cases, as observed by Cornes and Roy.1 These authors describe the measures taken by politicians, administrators, and special centers set up to find appropriate work for stroke victims. Despite these attempts the failure rate is high in this field, with one of the reasons being, in our opinion, the generally high unemployment level. A proposal has been made to design a scale called the Vocational Rehabilitation Index, which would not be limited to victims of stroke.
In conclusion, studies on the long-term consequences of stroke deserve attention because they allow an ideal protocol to be worked out for assessing the progress of rehabilitation and reinforcing its aims, ie, improved quality of life for patients and family and improved working conditions for patients. Despite the progress made in studying cerebral vasculopathies, patients in the aftermath of a stroke still seem to live in the same unsatisfactory manner as they did years ago. Improved therapy for spasticity, psychological assistance for patients and those supporting them, greater social support, and better vocational rehabilitation for a return to work are all approaches to be developed to improve the living conditions of an unfortunate class of people.
